The new england journal of medicine An 85-year-old man with New York Heart Association class IV heart failure, hypertension, and moderate Alzheimer's disease is admitted to the hospital after a hip fracture. His postoperative course is complicated by pneumonia, delirium, and pressure ulcers on his heels and sacrum. He is losing weight and is unable to participate in rehabilitation because of his confusion. This is his fourth hospitalization in the past year. His 84-year-old wife, who has been caring for him at home, feels overwhelmed by his medical and personal care needs. The patient's physician is increasingly frustrated by his frequent readmissions. What might she do to address his needs, alleviate his suffering, and facilitate his discharge from the hospital and subsequent care at home?
The new england journal of medicine 2584 some patients may be to prolong life at any cost, studies suggest that what most seriously ill patients want is to have their pain and other symptoms relieved, improve their quality of life, avoid being a burden to their family, have a closer relationship with loved ones, and maintain a sense of control. 9, 20 Establishing clear goals can facilitate decision making regarding treatment. For example, in the case of a patient with end-stage dementia who has dysphagia, placement of a percutaneous endoscopic gastrostomy (PEG) tube may be considered. If the primary goal is to reduce suffering and enhance the quality of life, then placing a PEG tube is unlikely to meet these goals, since it requires a painful, invasive procedure; eliminates the pleasurable oral sensations of eating and drinking; is associated with an increased use of restraints; can cause cellulitis, vomiting, diarrhea, and fluid imbalances; and is unlikely to reduce the risk of aspiration. 21 Even in cases in which a primary goal is to prolong life, the role of a PEG tube remains questionable; no survival benefits have been shown in observational studies in which patients with dementia who received feeding tubes were compared with similar patients who did not receive feeding tubes. 21 Expert opinion suggests that clinicians can assist patients and their families in establishing their own goals by means of open-ended and probing questions. Some examples of the types of questions include "What makes life worth living for you?" "Given the severity of your illness, what are the most important things for you to achieve?" "What are your most important hopes?" "What are your biggest fears?" and "What would you consider to be a fate worse than death?" 16 The goals that patients establish may overlap, be contradictory, rise and fall in importance, and shift with the progression of the disease. 12, 16 Warning signs of poorly established or conflicting goals can include frequent and lengthy hospitalizations; feelings of frustration, anger, or powerlessness on the part of the physician; and feelings of being burdened on the part of caregivers. 15 Once goals are established, they can be used to construct advance directives about the types of care that patients want. Most studies, 22 although not all, 23, 24 have shown that few patients have advance directives and that the documents they do have are relatively ineffectual in enhancing physician-patient communication, facilitating decision making about resuscitation, 25 or influencing terminal care in hospitals. 22 It is possible that the gradual rise in the prevalence of advance directives over the past decade will improve their effectiveness, as physicians and patients become more familiar with them and physicians become more comfortable using them for assistance in guiding the care of cognitively impaired adults. A recent report suggested that the focus of advance care planning should shift from discussing specific treatments to defining an acceptable quality of life and setting goals for care under various likely clinical scenarios. 26, 27 Whether this goal-centered approach to advance care planning will affect clinical outcomes is unknown.
assessment and treatment of symptoms
A fundamental goal of palliative care is the relief of pain and other symptoms. 9, 20 Successful approaches to the assessment and management of pain and some physical and psychological symptoms have been established in controlled trials. 12,28-30 Despite these advances, undertreatment of symptoms persists in the majority of patients and settings. 2, 31 Relief of suffering begins with routine and standardized symptom assessment with use of validated instruments. Routine assessment has been shown to identify overlooked and unreported symptoms, facilitate treatment, and enhance patient and family satisfaction. 32, 33 Clinically useful assessment instruments can be found on the Web sites of the Center to Advance Palliative Care (www.capc.org) and of Brown University's Center for Gerontology and Health Care Research, which features a tool kit of instruments to measure end-of-life care (www. chcr.brown.edu/pcoc/toolkit.htm).
Improved treatment of symptoms has been associated with the enhancement of patient and family satisfaction, functional status, quality of life, and other clinical outcomes. 32, 34 Although a comprehensive review of strategies for assessment and therapy of symptoms is beyond the scope of this review, Table 1 summarizes approaches to commonly encountered symptoms in advanced illnesses.
psychosocial, spiritual, and bereavement support
Providing psychosocial, spiritual, and bereavement support to patients and caregivers is a key component of palliative care. Patients who experience spiritual and psychological distress are more likely to express a desire for death than are other patients, 42 and their family members are more likely to have an extended or complicated grief and bereavement process (defined as grief that lasts for 
Anorexia and cachexia
Is a disease process causing the symptom, or is it secondary to other symptoms (e.g., nausea and constipation) that can be treated? Is the patient troubled by the symptom?
Consider megestrol acetate or dexamethasone.
Anxiety
Does the patient exhibit restlessness, agitation, insomnia, hyperventilation, tachycardia, or excessive worry?
Recommend supportive counseling and consider prescribing benzodiazepines (in the elderly, avoid benzodiazepines with long half-lives).
Constipation Is the patient taking opioids? Does the patient have a fecal impaction?
Prescribe a stool softener (ineffective alone) plus escalating doses of a stimulant; if escalation of the dose is ineffectual, agents from other classes (e.g., osmotic laxatives and enemas) should be added.
Depression
How does the patient respond to the question "Are you depressed?" Does the patient express or exhibit any of the following feelings: helplessness, hopelessness, anhedonia, loss of self-esteem, worthlessness, persistent dysphoria, and suicidal ideation? (Somatic symptoms are not reliable indicators of depression in this population.)
Recommend supportive psychotherapy, cognitive approaches, behavioral techniques, pharmacologic therapies, or a combination of these interventions; prescribe psychostimulants for rapid treatment of symptoms (within days) or selective serotoninreuptake inhibitors, which may require three to four weeks to take effect; tricyclic antidepressants are relatively contraindicated because of their side effects.
Delirium
Was the onset of confusion acute? Is the patient disoriented or experiencing changes in the level of consciousness or minute-to-minute fluctuations? Is the condition reversible?
Identify underlying causes and manage symptoms; recommend behavioral therapies, including avoidance of excess stimulation, frequent reorientation, and reassurance; ensure presence of family caregivers; prescribe haloperidol, risperidone, or olanzapine. (Chlorpromazine can be used for agitated or terminal delirium, but benzodiazepines have been found to exacerbate delirium and should be avoided.)
Dyspnea

Does the symptom have reversible causes?
Prescribe oxygen to treat hypoxia-induced dyspnea or to provide symptomatic relief, when hypoxia is absent, through stimulation of the V2 branch of the trigeminal nerve. Opioids relieve breathlessness without measurable reductions in respiratory rate or oxygen saturation; effective doses are often lower than those used to treat pain. Consider anxiolytics (e.g., low-dose benzodiazepines) and use reassurance, relaxation, distraction, and massage therapy.
Nausea
Which mechanism is causing the symptom (e.g., stimulation of the chemoreceptor trigger zone, gastric stimulation, delayed gastric emptying or "squashed stomach" syndrome, bowel obstruction, intracranial processes, or vestibular vertigo)?
Prescribe an agent directed at the underlying cause. Multiple agents directed at various receptors or mechanisms may be required.
Pain
How severe is the symptom (as assessed with the use of validated instruments)?
Prescribe medications to be administered on a standing or regular basis; as-needed or rescue doses should be available for breakthrough pain or pain not controlled by the standing regimen; start a regimen to prevent constipation for all patients receiving opioids. For mild pain: use acetaminophen or a nonsteroidal antiinflammatory agent (consider opioids in older adults The new england journal of medicine 2586 at least 14 months after the death and results in a failure of the survivor to return to his or her normal activities) and are at higher risk for illness and death. 43 Studies suggest that patients welcome inquiries about their spiritual well-being from their physicians, 44 although interventions to address spiritual distress have not been well developed or well evaluated. Support groups have been found to reduce stress and depression experienced by caregivers. 45, 46 Although many formal interventions to address complicated grief and bereavement have been described, data are lacking on their effects on outcomes. 47 Two recent studies reported lower morbidity and mortality 48 and better emotional support 49 among surviving family members of hospice patients than among family members of patients who did not receive hospice services, although it is uncertain whether this difference reflects the nature of families who elect hospice care rather than the effects of the intervention. 48
coordination of care
Several studies demonstrate that the personal and practical care needs of patients who are seriously ill and their families are not adequately addressed by routine office visits or hospital and nursing home stays and that this failure results in substantial burdens -medical, psychological, and financial -on patients and their caregivers. [3] [4] [5] 49, 50 In the context of chronic progressive disease, the ability of physicians to coordinate an array of social and medical services on behalf of patients and families assumes increased importance.
Various comprehensive care programs are available to help physicians manage the care of their patients who have serious and complex illnesses. Palliative care programs within home care organizations, hospitals, and nursing homes are increasingly prevalent in the United States and provide comprehensive interdisciplinary care for patients and families in collaboration and consultation with primary care physicians. 51 Hospice services, under the Medicare benefit, are available in most U.S. communities and provide palliative care, primarily at home, for patients with a life expectancy of six months or less who are willing to forgo insurance coverage for life-prolonging treatments. Studies suggest that referral to palliative care programs and hospice results in beneficial effects on patients' symptoms, reduced hospital costs, a greater likelihood of death at home, and a higher level of patient and family satisfaction than does conventional care. 49, 50, 52, 53 Other programs that coordinate care for patients who have complex illnesses are available in most communities. Programs that coordinate home care services for patients with chronic conditions (e.g., depression, heart failure, or the acquired immunodeficiency syndrome) have been associated with increased patient and family satisfaction and reductions in mortality, use of hospital services, visits to physicians' offices, and admission to nursing homes. [54] [55] [56] Case management is usually provided by managed-care organizations, Medicare managed-care services, commercial insurers, some home health care agencies, and privately hired case managers. The quality, cost, and extent of the services provided are highly variable.
Comprehensive multidisciplinary home care programs that serve frail older adults have been evaluated under Medicare and the Veterans Health Administration (VHA). The Program of All-Inclusive Care for the Elderly (PACE) is a capitated Medicare and Medicaid benefit for frail older adults that offers comprehensive medical and social services at 25 adult day health centers, in homes, and at inpatient facilities. (More information about the program is available online at www.cms.hhs.gov/pace/.) Patients who use the services provided by PACE have higher rates of completing advance directives for their care 57 and lower rates of admission to nursing homes, 58 hospitalization, 59 and death in the hospital 59 than do patients who do not use the services. Similar programs of team-coordinated home-based care exist within the VHA. 60 Until comprehensive palliative care programs become widely available, the responsibility for coordination of care falls to the primary care physician, since patients and their families frequently have problems negotiating the current health care system. Table 2 Financial planning Advise patient to seek help in planning for financial, longterm care, and insurance needs and to begin transfer of assets if patient is considering a future Medicaid application; refer patient to a lawyer who is experienced in health issues.
Advise patient to reassess adequacy of planning for financial, medical, home care, prescription, long-term care, and family-support needs; consider hospice referral and Medicaid eligibility.
Advise patient to review all financial resources and needs; inform patient and family about financial options for personal and long-term care (e.g., hospice and Medicaid) if resources are inadequate to meet needs; explicitly recommend hospice and review its advantages; consider Medicaid eligibility.
Family support Inform patient and family about support groups; ask about practical support needs (e.g., transportation, prescription-drug coverage, respite care, and personal care); listen to concerns.
Encourage support or counseling for family caregivers; ensure that caregivers have information about practical resources, stress, depression, and adequacy of medical care; identify respite and practical support resources; recommend help from family and friends; raise the possibility of hospice and discuss its benefits; listen to concerns.
Encourage out-of-town family to visit; refer caregivers to disease-specific support groups or counseling; inquire routinely about health, wellbeing, and practical needs of caregivers; offer resources for respite care; after death, send bereavement card and call after one to two weeks; screen for complicated bereavement; maintain occasional contact after patient's death; listen to concerns.
The The aim of palliative care is to relieve suffering and improve the quality of life for patients with advanced illnesses and their families. It is based on an interdisciplinary approach that is offered simultaneously with other appropriate medical treatments and involves close attention to the emotional, spiritual, and practical needs and goals of patients and of the people who are close to them. The patient who is described in the vignette, who has multiple chronic and serious medical conditions but is not actively dying, is ideally suited to receive high-quality palliative care. Specifically, we suggest the following approach. The patient's symptoms should be assessed and treated, as discussed in Table 1 . If available, consultation with a palliative care team should be strongly considered to help with evaluating and managing his symptoms. Once the patient is comfortable, a discussion about realistic goals should be held, with particular attention given to clarifying the patient's opinion about an acceptable quality of life, identifying conditions under which the patient would consider life not worth living, establishing attainable short-and long-term goals, and designating a health care proxy. We recommend that this discussion be summarized in a treatment directive and that a health-care-proxy form be completed. Once goals are clarified, appropriate treatment and discharge planning can begin. In the case described in the vignette, for example, the treatment goal might be to focus on the patient's comfort and on caring for him at home, and the appropriate treatments might be spoon-feeding rather than placement of a PEG tube, diuretics and bisphosphonates, avoidance of hospitalization, and a trial of physical and occupational therapy with the aim of regaining function. The patient's discharge services will depend on the goals, the patient's insurance coverage and financial resources, and available home care services. Since a hospice program will support these goals, a referral to hospice should be considered. If hospice is not an option (e.g., because of limited home care hours or uncertainty about the prognosis), the patient should be referred to a case-management program, PACE, or a certified home care agency. The family's ability to afford medications should be evaluated, and alternative sources (such as mail-order drug plans or state-sponsored prescription plans for low-income elderly people) or less costly medications should be considered. Before discharge, a home-safety and home-needs evaluation should be performed either by an occupational therapist or through a structured interview with the patient's caregiver. An assessment of support requirements for the caregiver should be conducted to ensure that the personal care needs of the patient and the patient's family are met. Referral to a social worker can help identify community alternatives and determine Medicaid eligibility. Finally, a regular system of communication should be established between the treating physician and the home care team. 
